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CHAPTER I
INTRODUCTION
PURPOSE OF THE STUDY
This thesis is .mot ivated by a purpose which aims
at discussion and analysis of some of the complicated pro-
blems involved in providing medical care for the chronically
ill patient. The study proposes to describe and emphasize
the great difficulties which confront the medical social
worker v/hose case load includes the chronic patient. It also
intends to study the adequacy of facilities available for
chronic care and the resultant burden which the worker must
carry in her struggle to uncover and utilize these facilities.
Because <t' the devastating effects of chronic disease
upon the psychological and social environment of the patient,
such a study must necessarily include a presentation of the
effects of chronic disease in its manifold manifestations
and will offer certain recommendations fcr improvement in the
handling of the chronically ill in the hospital and the com-
munity. There will also be recommendations fcr improvement
and extension of resources for the chronically ill.
SCOPE OF STUDY
This study includes a survey of resources utilized
by the social worker in referring patients for chronic care
since it is felt that the problems which face the worker and
the patient can best be explained by an evaluation of re-

2sources and the extent to which the worker can use them.
This is particularly valuable since it will cast light upon
that large area of resources which the worker must explore on
her own initiative. There is a constant challenge to the
worker to discover and utilize resources for the benefit of
the patient
.
The sixty-five cases which are analyzed here were
gathered from the statistical sheets of two medical social
workers at the Boston City Hospital whose work comprised
cases from medical and surgical wards, dating from May, 1941,
to May, 1942. Because of the method of selection of cases
and due to necessary limitations, this thesis is not intended
to represent all cases referred for chronic care at the
Boston City Hospital. It is, however, intended to represent
a case load indicative of conditions and problems which each
worker dealing with chronic cases meets in her daily exper-
ience. Frequent and close contacts with other workers reveal
many common problems. Consultation with other workers in the
department and discussion as to methods of meeting these
common problems have emphasized many of the points brought out
here. The statistical headings were carefully selected in
order to bring out and emphasiie the major difficulties which
confront social workers at the Boston City Hospital who are
concerned with the chronically ill patient.
These sixty-five cases were studied for total treat-
ment in order to discover final disposition, individual diag-

nosis, and other factors such as age, place of birth, religion,
and economic status. There will be discussion of the compli-
cating factors arising from the patient T s unwillingness to
accept his need for this type of care. There will also be
analysis and discussion of the backgrounds of these patients
particularly of those elements found by the worker which in-
dicated and led to the disposition that was finally made.
METHOD CF GATHERING DATA
A schedule was drawn up in order tc arrive at signi-
ficant statistical results. These results were compiled in
the form of tables and were used in arriving at conclusions.
Nursing homes, hospitals, and tax-supported institu-
tions were visited to ascertain the nature of existing condi-
tions. These hemes and institutions were studied to determine
their capacity for chronic care. Contacts were made with the
Boston Council of Social Agencies and the Supervisor of
Boarding Homes for the Aged in order to discover regulations
for nursing homes and the scope of their activities.
For purposes of follow-up of the patient group, contact
was made with all resources utilized to determine the present
status of each member of the patient group.

CHAPTER II
THE PROBLEM OF CHRONIC CARE
The chronically ill are here considered to be those
who are afflicted with an illness the duration of which ex-
tends over a period of three months or more and which requires
both medical and nursing care. It is this type of illness
which is being considered solely in this study because it
represents such a large proportion of hospital referrals to
the sccial service department. Furthermore, chronic disease
does not limit itself to any particular age group and it is
therefore far reaching in its impacts, implications, and is
most exacting in the types of community resources called upon
for aid.
From a basis of the purely medical, it goes on to in-
volve the social, the psychological, the economic, and practi-
cally all aspects of life. All parts of the body may be in-
voked and the usual result is partial or total disability.
It means that the patient must desist from a normal course
of life and must leave behind or change radically his former
modes of living.
The young child v/ith rheumatic heart disease must
withdraw from school, limit his normal play activity, and
enter upon a regime of complete bed rest which is inimical
to his natural instincts and repressive of his normal devel-

5opaent. On the other hand, the mature adult who bears the
sole responsibility of supporting a household must give up
his work and suffer from the realization that his family is
dependent upon relief agencies for its basic needs. The
elderly are denied the normal culmination of their life
activities and abruptly realize that they are totally de-
pendent. For all these groups there is the need for reedu-
cation because of the patient's inherent reluctance to accept
the meaning of chronic illness as it applies to himself and
to the other members of the -family group,
frequently the resultant feelings of depression,
impatience, and frustration require skillful interpretation
by both the social worker end the doctor. If there is com-
plete cooperation between these two there is a better possi-
bility that the patient will accept that which is best for
him. The patient needs this help because he is usually
going through a tremendous emotional disturbance at this
time. The planning that the doctor and the social worker do
together usually determines the ultimate plan that will be
presented to the patient and his family. Furthermore, it
is important that the plan be all-inclusive and that it con-
sider all aspects of the patient's life and his mental and
emotional status. There is no doubt that the emotional
effects of chronic illness, with the resultant need for
change in mode of living, play an equally important part with
s
the role played by the physical aspects of the bituation.
One of the main problems is the patient's unwillingness to
accept his physical status and the consequent failure to
follow recommendations made by the doctor and the social
worker
.
Another problem is the cost of chronic care and
the concurrent inability of the patient to pay for it since
it extends over a long period during which the patient is
unable to earn money. This is especially true in the Boston
City Hospital where most of the patients are unable to pay -
in fact, all of the patients treated in thi3 study were
entered for chronic care free of charge, or under relief
status
According to Dr. Ernst P. Boas: "Chronic diseases
include many different types of ailments: heart diseases,
orthopedic disorders, chronic rheumatism, cancer, the
neurological diseases, diabetes mellitus. They have in
common the duration of illness, the problems of medical
care, and the social and economic consequences that ensue."-'-
The foregoing diseases contribute largely to invalidism
and mortality among those in middle and old age, but accor-
ding to the Committee of Chronic Illness of the Welfare
Council of New York City: "nearly half of the chronically
1 Ernst P. Boas, The Unseen Hague : Chronic
Disease
,
(Hew York: J. J. Augustin, 1940J p. 76.

ill persons enumerated were under 40 years of age, about
one third were children under sixteen years of age chiefly
with orthopedic disorders, and nearly one quarter of these
were under the age of six years. "2
8 Eichael K. Davis and Joseph Hirsh, "Care for the
Chronically 111 and for Convalescents," Social Work Year Book
,
Russell H. Kurtz, editor- New York: Russell Sage Founda-
tion, 1939, p. 241-

8CHAPTER III
RESOURCES FCR CHRONIC CARE
The available resources for chronic care group
themselves readily into three distinct categories. They
are as follows: the tax-supported institutions, the volun-
tary institutions, and the nursing homes.
The tax- supported institution plays a major role
in the referral of patients for chronic care since many
patients are unable to pay for hospital care. Furthermore,
reentry into the community is not possible because of their
physical condition and admission into the tax- supported in-
stitution is the only course remaining. There are two
public institutions to which patients are referred on the
basis of legal settlement.
Long Island Hospital , in Boston Harbor, just one
half hour ride from the mainland, was established in 1894
principally as an almshouse witn only one ward for chroni-
cally ill patients, uince then it has grown and now has a
capacity of 1500 inmates. This institution is entirely
reserved for patients who have a legal settlement in Boston,
and is under the supervision of the institutions Department
at City Hall. Application for entrance to Long Island is
made at City Hall, and when the patient is at Boston City
Hospital he can be transferred directly to Long Island upon

the approval of the hospital executive. Ambulances from
the hospital transfer the patient to the boat which runs
every day at the expense of the city. At the present time
there are 1500 inmates at Long Island hospital and Almshouse
of which 600 are chronically ill patients and 700 of whom
are almshouse cases. The institution maintains its own
staff of nurses and doctors and one social worker. The alms-
house is separate from the hospital buildings and there is
a building for children which includes a nursery, a children's
ward, and a dormitory for expectant mothers. At the time
of the writer's visit to Long Island this building was only
partially used and evidently this type of population has de-
creased considerably. The Long Island Hospital will accept
patients with any chronic disease except mental diseases and
tuberculosis, although it rras noted that there are two wards
in the hospital for tubercular patients.
The State Infirmary at Tewksbury was established in
1854 as one of the three original almshouses in Massachusetts
for unsettled cases. It accepts patients with almost any
diagnosis including tuberculosis and mental disease although
no new sdmissions are allowed for this latter diagnosis.
The American College of Surgeons placed the hospital on its
preferred list during 1940 but it has not yet received the
approval of the American Medical Association for the training
of internes and resident physicians. The Tewksbury State

Infirmary can accomodate 5600 patients, but at the present
time, due to the war, the population has declined consi-
derably and at the time of writing it has a population of
2300, the lowest in many years. The institution maintains
a program of occupational therapy, grows its own farm
produce, and cares for its ovm livestock. The Infirmary
is essentially a hospital and, therefore, those who can be
cared for in the community are not encouraged to come.
The vagrant and the chronic alcoholic sometimes will stay
over the winter months but are usually sent out into the
community to seek employment as the warmer weather ap-
proaches.
There is a large variety of problems which confronts
the social worker who must" make plans for the care of
chronically ill patients at the tax- supported institution.
First of all there is the problem of the determination of
settlement which is handled by the settlement office of the
Boston City Hospital. Of course, the determination of
settlement is in itself a problem of the settlement office,
but, to the v/orker, it involves delay in the planning and
execution of the program for the patient. The delay may
be caused by the inability of the settlement office to dis-
cover sufficiently detailed information concerning the
patient over an adequate period of time. The boston City
Hospital settlement office is actually part of the Boston

Public Welfare .Department, but because of the vastness
and complexity of the hospital the settlement office is
maintained at the institution and functions as a quasi-
independent office in the determina tion of responsibility
for payment of medical care of the indigent patient. The
Boston City Hospital is primarily maintained for patients
legally settled in uoston. Those who cannot afford to pay
may receive medical care free of charge. Persons legally
settled in another town or persons without settlement are
paid for by the torn of settlement or by the Commonwealth.
For the year 1942 the Boston city Hospital settlement effic
was reimbursed by other towns and the Commonwealth for over
$4000. frequently there is a dispute as to settlement and
failure to arrive at a decision usually causes the respon-
sibility to revert to the Commonwealth. The Boston City
Hospital is a hospital for acute illnesses which means
that the chronically ill must be cared for elsewhere and
are referred as quickly as possible to ether institutions
for long time care. There is constant pressure upon the
social worker to remove patients from the wards in order
to make room for others more acutely ill.
This pressure in itself is one of the most vexing
problems which faces the worker and it becomes even more
pointed when there is a period of time involved in transfer
from the uostcn City Hospital to the tax- supported insti-

tution. This is especially true with reference tc trans-
fers to the Long Island hospital. Lack of institutional
help, a badly depleted medical staff, general over-
crowding, and frequent breakdown of the boat have contri-
buted tc the delay in transferring patients to the Long
Island nospital. At frequent intervals admissions are
entirely held up and patients must remain on the wards ?t
the Boston City nospital vrhile -.vaiting to be transferred.
This sometimes involves a matter of months during which
time the doctors display impatience over the fact that
beds are not available for new patients. Jj'or this reason,
the social worker feels compelled to make other plans for
the patient, leading toward reentry into the community.
Unfortunately, for the foregoing reasons, these plans do
not always represent a first choice. If the patient has
relatives the social worker may endeavor to induce them
to take over responsibility for the care of the patient.
Transfer to the Tewksbury State Infirmary does not
involve such a long delay since this institution seems
capable of absorbing new admissions as referrals are ms.de.
Jiven so, the distance from .Boston does not allow frequent
ambulance trips and this brings about a slight delay.
Aside from the practical obstacles there are e-
motional difficulties involved in making referrals. The
presentation of the institutional plan to the patient and

his family must be skillfully handled as there is much
feeling connected with entry into an institution of this
kind. The stigma of being classified as a public charge
and as an institutional case prevents the patient and his
family from accepting this plan on its merits. More often
than not the patient absolutely refuses to go snd presents
the social worker with an extremely difficult problem.
It is often necessary to interpret the function of
institution to the femily since they do not understand its
activities and are fearful of the type of treatment the
patient might receive, cf course, there is no doubt that
these institutions are depressing, even from the viewpoint
of the social worker, and it is obvious that certain com-
forts are entirely lacking. 23ut on the other hand, it has
been the experience of most of the social workers at the
JBoston City Hospital that patients who have been to Long
Island in the past do net object to returning. ITiih Tewks-
bury there is generally a great deal of resistance which
may be due to the fact that it is a much larger place and
the patient feels himself to be less of an individual be-
cause of lack of interest. The patient is also concerned
about the distance of the . institution from his home. This
factor of distance is a complicating factor in making the
referrsl to the institution, especially in these days of
difficult transportation. Invariably, the pat ient f s f amily

balks at travelling some forty miles to Tewksbury and
visits become more and more infrequent. Even the boat ride
to Long Island is a real obstacle to the minds of some
visitors and this, too, becomes a difficulty. On the whole,
it can be assumed that the difference In distance is a fac-
tor in the comparative willingness of patients to return to
Long Island as compared with their willingness to return
to Tewksbury. It must be said, however, that there are a
certain number of patients who have been homeless, without
family and without care v/ho grasp eagerly at the prospect
of having warm shelter and a relative degree of security.
The second type of facility to which the social
worker turns is the privately endowed institution which in-
cludes the voluntary hospital and the charitable home. The
social worker prefers to locate a place for the patient in
this type of institution because it is able to do more in-
tensive work for the patient and give him individual treat-
ment. The voluntary hospital specializes in the treatment
of particular diseases. It is very well equipped and
usually has the services of the best medical visiting staffs.
The Robert Ereck Brigham Hospitel accepts patients
with diseases of the bones and joints such as arthritis
and rheumatic fever. It has exceptionally high standards,
maintaining its own school for nursing attendants, social

service dgpartment, programs for visiting teachers, and
occupational therapy. It has a capacity of 110 beds, 16 of
which are reserved for children and 62 of which are free beds.
The social worker prefers to make arrangements for the chrcnic
rheumatic fever patient at this hospital because of its
excellent equipment and its well rounded social program de-
signed for the general well-being of the patient.
The Holy Ghost Hospital in Cambridge accepts
chronically ill patients with any diagnosis of incurability.
It is maintained by a Catholic order of nuns although it is
actually non-sectarian. At the present time there are £15
beds which are filled to capacity. Some patients have been
there as long as twenty years and it is therefore obvious
that admissions are very slow. The waiting list runs into
the hundreds with women predominating. It is generally con-
sidered a desirable place for referral due to its high
standards and its; location in the city and because it will
accept any diagnosis of incurability.
The Jewish Memorial Hospital
.
previously known as
the Bickur Cholim Hospital, was established in Hay 1929 on
the site of the old Beth Israel Hospital. Its admissions
are primarily of Jewish descent although it is essentially
non-sectarian. It has 83 beds, 76 of which are filled at
present. However, the hospital has set 76 as its quota and
does not care to accept additional patients since it can not

care for a larger number. It admits only patients who are
seriously ill with chronic disease and does not welcome
cases which can be attended at home, such as general arterio
sclerosis and senility. Payment for care at this hospital
ranges from nothing to seven dollars a v/eek. The hospital
accepts patients of any age and, at the present time, pa-
tients' ages range from twenty- two to ninety- six.
The Home for the Hebrew Aged is typical of the
sectarian homes for the aged which accept cases of chronic
illness. In these charitable homes there are usually a
nursing staff and a visiting doctor. There are admission
charges based upon the patient T s ability to pay and some
patients are given free care. Another example of the
charitable home which accepts only colored perse ns is St .
Monica's Home for Sick Colored Women which admits chroni-
cally ill patients at minimum rates or free of charge.
The Rose Hawthorne Lathrop Home for Cancer in Fall
River is the most important resource for cancer cases. It
is undoubtedly preferable to the nursing home or tax- sup-
ported institution. It was established in lt34 and has a
capacity of 80 beds, 40 for men, and 40 for women. It is
maintained by a Catholic order of nuns and its humanitarian
work is widely known and recognized.
The House of the Good Samaritan is used for long
time care of children and young adults with rheumatic fever
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and rheumatic heart disease. Like the Robert Breck
Brigham Hospital it has excellent facilities and a well-
rounded program for the social development of the ycung
patient. It is free to residents of Boston who cannot pay.
problems in referring patients to the privately
endowed institution spring primarily from limited bed
space. Every one of the voluntary hospitals and charitable
homes have long waiting lists and are yet unable to accept
patients to capacity due to inability to obtain sufficient
personnel. The voluntary hospitals are now unable to hire
a sufficient number of nurses, orderlies, bed attendants,
and doctors. This is the major problem which confronts all
hospitals but is somewhat more serious with the small hos-
pital. So few beds are being serviced and so many patients
are awaiting admission that there is little hope for im-
mediate action for new referrals. This is especially true
of the Jewish Memorial and the Holy Ghost hospitals. Such
a great length of time elapses before the patient can enter
one of these hospitals that the family must take the pa-
tient home until admission is granted. Here the social
worker can only assist the family in making application
and in presenting the need for the patient's care away
from home. Other hospitals such as the Robert Breck Brigham
Hospital and the House of the Good Samaritan do not present
such a serious problem. The wait is comparatively short

and the patient is allowed to remain on the ward at the
Boston City Hospital until admission is granted.
There is no doubt that the Rose Hawthorne Lathrop
Home for Cancer is the finest resource which the socia.l
worker has for the care of cancer patients, but the family
will often refuse to send the patient there because of the
distance involved in travelling and because of the diffi-
culty in seeing the patient frequently. The patient himself
often refuses to go because he does not wish to leave Boston
and is reluctant to be separated from the family. This
presents a great problem since nursing homes are not ade-
quate to care for cancer patients and, if the nursing home
does accept the patient, the rate is extremely high. All
of these factors render hospital or nursing home care for
the cancer patient an extremely difficult matter. If the
cancer patient has a family or a home of his own the usual
solution is to return to his home.
If the patient can be given care in one of the
privately endowed institutions the family and the social
worker can be certain that he will receive adequate care.
The private nursing home plays a unique role in
referrals for chronic care. At present, there are 95
nursing homes in the city of Boston alone, 48 in Brookline,
and about 8U0 in the entire state of Massachusetts. These
homes have been called "a necessary evil" perhaps because

they are not established for altruistic reasons and are
usually prompted "by a keen sense for business and profit.
The proprietors are mostly people who, having a little
capital, wish to invest it in some business which will re-
turn them a safe and adequate profit.
The visitor to the average nursing home will usually
find an old mansion converted into a ward or dormitory
arrangement, sometimes resembling a miniature hospital. It is
located in a respectable residential neighborhood and
usually presents a good appearance. The interior of these
nursing homes ranges from neat orderliness to ornate con-
fusion.
The rapid growth of the nursing home has no doubt
been due to the fact that there is an increasing number of
old people eligible for Old Age Assistance. Essentially,
the state of Massachusetts does not license nursing homes
as such but specifies that any home which cares for three
or more persons over the age of 60 and not members of the
immediate family is termed a bearding home for the aged.
Nursing home owners actually look to these aging people
for clientele knowing that they will consequently have the
security of steady payment from Old Age Assistance.
Nursing homes are under the supervision of the
Massachusetts Department of Public Welfare which grants
licenses for a period of two years. The Department of Public

Welfare has made regulations stipulating that no person
with mental or contagious disease shall he admitted nor
shall prenatal care he given in these establishments. Rooms
on the second floor can he occupied only when there are two
separate exits easily available. The dormitories or wards
are limited to six beds each of which shall be at least 56
inches wide and at least six feet in length. All rooms
must be outside rooms with a minimum of 600 cubic feet cf
air space for each person. The law provides that patients*
quarters shall not be hooked or locked in any manner, that
adequate toilet facilities must be available where five or
more patients are domiciled, and that fire exits must be
posted. Before a nursing home can be licensed the premises
must be inspected by the builcings department. As far as
nursing care is concerned, a boarding home which accepts
convalescents or the chronic sick must have a registered
nurse in charge. The Supervisor of Boarding Homes for the
Aged has set up a system whereby a boarding home is licensed
as an A or a B heme pecording to the nursing service in the
home. The B homes do not have registered nurses but have
only practical nurses.
The referral to the nursing home is actually the
simplest type of referral to make since the social worker
is almost always able to find a vacancy. However, this
type of referral is not without its problems. The first

one is the matter of financial arrangements. Before the
war nursing hemes were available at the very low rate of
v5.50 a week hut now it goes without saying that it is im-
possible to obtain care for a patient at this rate. The
rise in prices of food, the difficulties in securing help,
and the general rise in the cost of living have made it
impossible for the nursing homes to accept patients for
less that flO a week, and very often they specify that $I£
is the minimum. This, of course, eliminates care in the
nursing home for the patient who is receiving Dependant .Aid
or for the patient who has a very limited income. Care for
this type of patient must be arranged for in the tax-supported
institution or in a free hospital.
It is fortunate that Old Age Assistance grants at
least $40 a month and where the patient is non-ambulatory
the nursing home owner may petition for $12 a week. Old Age
Assistance is very cooperative in making the referral to
the nursing home end usually expresses willingness to in-
crease the grant, especially in cases where the patient is
seriously ill or where the patient T s home conditions are
very poor.
The plan for nursing home care is much easier to
present to the patient because the patient usually accepts
it as a plan for convalescent care for a temporary period.
There may be resistance to the plan at first, the patient

insisting that he can go home to his little room in the
lodging house where there is no one to care for him or
back to his relatives who often feel that it is an unreason-
able burden to expect that they can give the service and
constant attention needed. The patient naturally feels that
he is losing his independence in that he is being under
close supervision and that he will have less privacy or
resents the fact that his Old Age Assistance check will go
directly to the nursing home owner rather than to himself.
Very often it will be necessary for the social worker to
engage the assistance of relatives or Old Age Assistance
workers in order to enable the patient to realize that
nursing home care is best* There is no question that the
nursing home is far better for the health of the patient
than a cold and squalid rooming house.
Many of the nursing homes refuse to take difficult
cases because of the lack of help. Others completely re-
fuse to accept bed cases since they cannot -obtc. in sufficient
nursing help. Another problem with which the social worker
must contend is the occasionally questionable character of
the nursing home owner. Only too frequently does the social
worker receive a report from the patient or his family that
the conduct of the nursing home as to money or the treat-
ment of the patient has not been what it should be. The
only way in which the social worker can protect both her-

self and the patient is through the use of a select list
of nursing homes after consultation with the Supervisor
of Boarding Homes and the Boston Council of Social Agencies
Nursing Home Information Bureau which rates homes c.fter
thorough inspection. It is also necessary for the social
worker to visit the nursing homes which she uses in order
to become personally acquainted with the proprietor and tne
home itself. The worker can make for herself a list of
nursing homes which will give the patient adequate nursing
care, good food, and excellent treatment
.

CHAPTER IV
STUDY OF A PATIENT GROUP
SIXTY-FIVE PATIENTS REFERRED FOR CHRONIC CARE
In revealing the background information relating
to the 65 patients referred for chronic care, there is
emphasis and further light upon the problems which the
social worker meets in planning for the chronically ill.
The following tables refer to factors deliberately selected
in order to indicate clearly the conditions and problems
with which the social worker must deal. These tables ana-
lyzing the characteristics of the patient group are valu-
able in the sense that they present a picture of a presum-
ably typical case load of chronic patients, and in so doing
delineate the components parts of the whole problem which
lead to the particular type of treatment.
Distribution of Ages of Patients by Sex
Of the total 65 patients studied it was found that
there was a nearly equal distribution of male and female
patients, 33 males and 32 females. This can be regarded as
significant because it indicates that in the long run the
case worker deals with an equal number of chronically ill
men and women.
The ages of the patients ranged from the middle
teens to over ninety. It is interesting to note that al-

though chronic disease may be characteristic of any age
group the largest age group here fell between the ages of
71 and 80. This is generally true because "Once having
reached middle age the individual enters the age period
when the so-called degenerative diseases appear upon the
horizon. The hazards of life assume an importance hitherto
unknown because of the great numbers of individuals in that
age period. "1
TABLE I
DISTRIBUTION OF THE AGES BY SEX OF 65 PATIENTS
REFERRED FOR CHRONIC CAEE
Ages Males Females Total
11-20 1 2 3
21-30 1 1
31-40 3 3
41-50 3 4 7
51-60 8 2 10
61-70 7 7 14
71-80 8 14 22
81-90 2 2 4
91-100 1 1
1 George K. Piersol and Edward L. Bartz, M.D., "The
Aging Process: A Medical Social Problem," Vital Speeches
,
4: 579, July 15, 1938.
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Because of the lack of resiliency which comes with
the approach of old age the factor of chronic illness re-
quires intensive medical and hospital care. According to
the above table there are only three cases or less than five
percent which occurred between the ages of 11 and 2U years.
This is due to the fact that although nearly one third of
chronic illness occurs under 16 in the general population,
the patients studied here were on adult wards which admit
only patients over 13, younger patients being admitted to
the Children r s Building. Even in the cases of children who
are on the adult wards it is usually felt by the doctors
that referral for chronic care is not necessary since it is
almost always true that they have homes and parents or rela-
tives who will care for them there.
Perhaps one of the most significant points revealed
by this table is the fact that the women seem to live to a
riper age than do tiie men. Between the ages of 61 and 100.
there are 23 women and 17 men, a difference which may not
be startling but one which corresponds with the increasing
life span of women as compared with men. According to stat-
istics, tiie female in 1930 could be expected to live 62 to
68 years and the male 60 to 65. By 1960 it is expected that
the boy can live to the age of 75 and the girl to 80 or
more.
^
2 Ibid
. , p. 580

It may then be deduced that although the worker will he
dealing with an equal number of chronic cases as far as sex
is concerned, there will be more chronicity in the older
age groups and the older patients will be women.
According to the report of the Department of Medi-
cal Social 7/ork at the Boston City Hospital, 1938-59:
A heavy percentage of our services is devoted to
arranging for chronic care for the many aged patients
who are admitted to the hospital. . . . the most out-
standing change on medical services is the increase in
the admissions of patients above 65 years a large num-
ber of whom are on Old Age Assistance pensions. At
the other extreme has been the small group of adoles-
cents suffering from rheumatic fever and cardiac con-
ditions who need careful social help. Resources for
this group are so scarce that too often they must re-
main overlong on a crowded adult ward.*-1
Marital Status
The marital status of the chronically ill patient
is very important since it may be a determining factor in
the type of plan which will be carried out. The following
table shows a surprising number of single patients, 2i> or
56 per cent of the total. Of course, three of these 2b
cases are patients in their teens attending school leaving
22 patients of marriageable age but unmarried. The large
number of widowed patients, 28 or 45 per cent, is naturally
accounted for by the fact that so many are well along in
life and in the passage of years have lost their husbands
or wives. It is a significant point that there are 17
5 Boston C ity Hospital
,
Dept. of judical Social Wak Report,1^58-59,
P « 5b- 57» — .

28
widows as compared with 11 widowers. Cf the six married
patients five were in the age group of 21 to 50, and one
was in the age group of 61 to 7 0.
TABLE II
MARITAL STATUS OF 65 PATIENTS REFERRED FOR
CHROUIC CARE
Larital Status Males Females Total
Married 4 2 6
Single 14 11 25
Separated 2 2 4
Videwed 11 17 28
Divorced 2 2
From these typical factors it can be concluded that the
social worker will usually find that the elderly chronic
patient will not have a husband or wife with whom she can
discuss the problem of planning for the patienVs care.
Religious Affiliations
It is apparent from the following table that the
predominant number of patients referred to the social worker
for chronic care were Catholics. This table does not in-
dicate nor is there any inference that Catholics, more than
any other religious group, are afflicted with chronic disease.
However, it can be stated that there is a large population
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of Catholics at the Boston City Hospital, perhaps due to the
fact that Catholics represent a large proportion of the popu-
lation of Boston. Jewish referrals are negligible which is
perhaps accounted for by the fact that many Jewish patients
seek admission to the Beth Israel Hospital.
TABLE III
RELIGIOUS AFFILIATIONS OF 65 CASES REFERRED
FOR CHROMIC CARE
Religion Males Females Total
Catholic 21 20 41
Protestant 10 10 20
Jewish 2 2 4
This element of religion is important in planning
for chronic care since the social worker will try, if possible,
to place the patient according to religious affiliation. For
example, in planning for the Jewish patient it is almost al-
ways necessary to take into consideration the need for obser-
vance of dietary laws. A Jewish chronic hospital or nursing
home is usually preferred by the patient and his family. Of
course, many small hospitals and charitable homes are sectar-
ian, and since the patient must remain there for some time
it is best to place him according to his religion if this is
possible. Sometimes the social worker meets with the im-

possible request from the patient to find an Episcopalian
or Methodist nursing home.
Places of Birth
Place of birth of the patient is an important con-
sideration in placement for chronic care since citizenship
is one of the main factors in establishing eligibility for
Old Age Assistance. If the worker finds that a patient is
at least 65 and native born, or if foreign born and a citizen,
TABLE IV
PLACES OF BIRTH OF 65 PATIENTS REFERRED
FOR CHRONIC CARE
Place of birth Males Females Total
United States 20 22 42
Ireland 15 5 8
Canada 4 3 7
England 1 1 2
Poland 1 1 2
Russia 1 1 2
Germany 1 1
Portugal 1 1
she will then set in motion a plan for Old Age Assistance.
If the Old Age Assistance Division approves the application
then nursing home care can be provided for the patient.
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The nationality of the patient plays an important
part in the worker's interpretation to the patient of the
need for long time care and the implications of the disease
itself. Some foreign horn patients are unable to understand
the worker because of language difficulties and it therefore
becomes necessary for the worker to summon an interpretor
who will interpret the medical recommendations to the patient
According to Table IV, approximately 65 per cent of
the patients were American born. Second to the native born
in number are those born in Ireland and Canada. The naaj or
European countries have a fairly equal representation.
Previous Occupations
The occupational statistics as shown by Table V
reveal the occupations of the 55 patients before incapaci-
tation and have many implications. A glance at the table
readily shows that the occupations are those which would
hardly make for the degree of economic security needed to
finance chronic disease. The predominant occupation for men
is that of laborer. This is usually a very broad term and
can be considered as referring to "odd jobs" when available.
It might include :/PA employment or any kind of heavy and un-
skilled v/ork. Laborers usually include such workers as
truck helpers or "lumpers" and factory helpers who are given
general duties which require little skill and which command
only low wages. These men are also v/ithin the group which

TABLE V
PREVIOUS OCCUPATIONS OF 65 PATIENTS REFERRED
FOR CHRONIC CARE
1A.LES FEMALES
Occupation Imumber Oc cupat ion Number
Laborer 9 Domestic 7
Teamster 2 Saleswoman 2
Painter 2 Housekeeper 2
Shipper 1 Rooming House 1
Factory helper 1 Teacher 2
Kitchen helper 1 Student 2
Carpenter 1 Hotel Work 1
Electrician 1 Charwoman 1
Salesman 1 Clerk 1
Moulder helper 1 Laundress 1
Jockey- 1 None 12
Longshoreman 1
Hotel helper 1
Student 1
None 9
Total 53 32

is usually occupied with "catch" jobs, or the temporary
and poorly paid jobs the performance of which gives little
return in terms of money or security since the worker in
these jobs is almost always so employed because he has
practically nothing in the way of employment skills.
It is v/ell known that before the war with its rise
in wages the common laborer was generally the poor man,
lacking in training and education, and who was usually in-
termittently employed and finally forced to seek welfare
aid. The occupations listed as factory helper, carpenter,
teamster, painter, and hotel helper can hardly be said to
provide long time economic security even under the present
unusual situation. The occupations of electrician, shipper,
and salesman are a little higher on the economic scale but
may offer uncertain income especially in times of depression
It is fairly obvious that these patients because of their
low wage scale could not afford sickness insurance. Further
more, most of these patients had stopped working before
social security came upon the scene. Those ?/ho were 65 and
otherwise eligible were aided by Old Age Assistance in pro-
viding for the necessary expense of general nursing care.
Occupations for the women are equally significant
since they are predominantly those which are classified
under the heading of domestic help. These occupations do
not offer high rates of pay, nor do they give permanency
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of placement from the viewpoint of the employer or the
employee herself. The employer is prone to hire or dis-
charge domestic help as his economic situation rises or
falls; and, on the other hand, the worker lacks the consis-
tency of employment which characterizes workers who are em-
ployed for reasonably large sums of money or upon a reason-
ably permanent basis.
There is only one professional occupation listed
here,- that of teacher for two patients. However, both of
these patients gave up their careers early in life in order
to marry. Both were on Old Age Assistance.
There is a large group in which no occupations are
listed. This does not mean that the patient did not have
an occupation at one time. For the women it might imply
that they were housewives and for the men it might mean that
employment was so far in the past that they considered that
they had no occupation at all.
Source of Income
One of the main* considerations in planning for
chronic care is the financial resources of the patient. If
there are no funds available to the patient, the plan for
chronic care must be sought through the tax- supported insti-
tutions or through entrance into the smaller voluntary hos-
pital where medical care is obtainable free of charge. For
the Old Age Assistance recipient chronic care can almost

always "be obtained at a nursing home providing the case is
acceptable for nursing hone care. The following table re-
veals that in this group there were the greatest number of
cases receiving income from Old Age Assistance although the
women far outnumberea the men as recipients of this type of
resource.
TABLE VI
SOURCE OF INCOME OF 65 PATIENTS REFERRED
FOR CHRONIC CARE
Source of Income Male Female Total
Dependent Aid 11 6 17
Old Age Assistance 8 17 25
Aid to Dependent Child. 1 1
Private Relief Agency 2 2
Supported by relatives 2 3 5
Supported by friends 1 1
Previously institu-
tionalized
2 1 3
Self-supporting 9 2 11
It is also interesting to note that more men were
receiving Dependent Aid from the Department of Public Wel-
fare. This seems to coincide with the fact that more women
than men had reached the age of 65, making them eligible for

Old Age Assistance.
It is also notable that there are nine men who are
self-supporting as compared with two women which is in
keeping with the obvious fact that men are more often the
wage earners and for longer periods of time. There was a
total of 43 cases aided by public funds and since three
cases were transferred to the Boston City Hospital from
other institutions, this number actually becomes 46, or 71
per cent. F.oreover, taking into account the 11 who were
self-supporting, there were remaining 54 or £2 per cent, who
were dependent, which is a surprisingly large proportion.
However, this shculd be expected in view of the fact that
the Boston City Hospital is an institution providing free
medical care for those who are unable to pay. Furthermore
,
this large percentage of dependency is a customary factor
in chronic care since these people are usually unable to work.
The determination of financial status is one of the
first steps the social worker takes when a case is referred
for chronic care. On the whole, Old Age Assistance cases
are comparatively simple to finance while those on Dependent
Aid or supported by relatives present great difficulties.
Funds are not usually adequate from relatives or from public
welfare departments and supplementation from private agencies
is difficult to secure.

Living Arrangements
Fully 69 per cent of these patients were living
alone in rooming houses and usually in miserable circum-
stances. For these patients the referral slip from the
doctGr usually contained the notation "No adequate home for
the patient to return to." The social worker is immediately
TABLE VII
LIVING ARRANGEMENTS CF 65 PATIENTS REFERRED
FOR CHRONIC CARE
Male Female Total
Living alone 23 22 45
Living with rela-
t ives
With husband or wife 2 1 3
V/ith son or daughter 2 3 5
5 ith parents 3 2 5
With niece or nephew 2 2
V/ith brother or sister 3 2 5
aware thst plans must be made leading toward adequate care
following or accompanying medical attention. Frequently,
the solitary patient insists that his landlady can take
care of him, but the usual outcome is that the landlady
states that she is unable to furnish needed care. The pa-
tient who lives alone presents a great problem since, if
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chronic care is refused, there is really no legal way to
force acceptance of chronic care unless the patient is a
menace to society. The Old Age Assistance Division itself
admits that it is frequently at loss for the proper means to
cope v/ith the obstinate patient who insists upon living in
his accustomed mean little room in a shabby lodging house.
Where chronic care is a necessity the social worker
cannot allow the patient to return to his former home and
must utilize all her case work skills in order to make the
patient realize that he cannot return to a solitary life
after he leaves the hospital. Even though these patients
live alone it is often found that some of them have rela-
tives who are willing to discuss the problem with the social
worker and attempt to persuade the patient to accept the
care recommended.
Of these 45 patients who were living alcne 15 had
some type of relative interested enough in the welfare of
the patient to discuss the problem with the social worker.
They were married children, sisters, brothers, nieces, or
nephews. It did not necessarily mean that they were willing
to assume any kind of financial responsibility but in all
instances they approved the plan for chronic care and as-
sisted in the discussions carried on with the patient.
Those living with relatives were very reluctant to
leave their former households. Naturally the shock of
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being separated from the family caused a difficult adjust-
ment in many cases but it v/as usually presented to the pa-
tient as a temporary plan. In most cases the relatives
frankly stated that they could no longer care for the patient
in the heme and v«rere only too anxious to cooperate with the
social worker.
Diagnoses and Prognoses
The diagnoses and prognoses of the 65 patients
showing age and disposition are presented in order to give
a clear picture of each case. The diseases represented here
cover ages from the middle teens to over 90 and serve as
good indication of the type of diseases which attack and
are more common to various age levels. Rheumatic heart
disease, characteristic of ;the younger patient, forms the
diagnosis here for seven patients, 40 years old or younger,
three of them being in their teens. Arteriosclerosis is
almost universally characteristic to some extent in older
people, and heart disease in later life is large due to ar-
teriosclerotic changes. The causes for arterscleros is are
thus far unknown, but it is recognized that the condition
is related to the deposits of calcium and the scarring of
tissues in the inner blood vessels. It is definitely a con-
dition of the latter phase of life but has also been noted
in aocie people who are about 50 years of age. In this list
cardio-vascular conditions overshadow all other diseases.

TABLE VIII
THE INDIVIDUAL
DIAGNOSES AM) PROGNOSES OF 65 PATIENTS
REFERRED ECR CHRONIC CARE SHOWING
AGE AND DISPOSITION
FEMALE PATIENTS
Age Diagnosis Prognosis Disposition
72 Arteriosclerotic heart Guarded
disease
85 Senility, arthritis, Fair
arteriosclerosis
76 Cardiac compensation, Fair
pernicious anemia
65 Arteriosclerotic and Fair
rheumatic heart disease
75 Hypertensive heart disease Fair
72 Generalized arteriosclero- Poor
sis, hypertrophic arthri-
tis
66 Arteriosclerotic heart Poor
disease, decompensated
bO Cerebral hemorrhage,
hypertensive heart disease Fair
56 Diabetes mellitus, late
lues, hypertensive heart Poor
74 Hernia, arteriosclerotic Fair
heart disease, psorias
15 Rheumatic fever, rheuma- Good
tic heart disease, ductus
arteriosus
45 Chronic alcoholism, peri- Fair
pheral neuritis
Nursing Home
Nursing Home
Nursing Heme
Nursing Home
Long Island
Nursing Home
Nursing Home
Nursing Home
Long Island
Long Island
Robert Breck
Brigham Hosp
tal
Long Island
/
EEICALE PATIENTS (Cont'd)
Age Diagnosis Prognosis Disposition
66
54
62
83
67
64
75
75
74
45
76
50
77
Pneumonia, diabetes Good
mellitus
Pyelitis Pair
Diabetes mellitus, toe Pair
amputation
Senility, intertrochan- Pair
teric fracture of the
left hip
Post concussion syndrone, Good
generalized arterioscler-
osis
Chronic alcoholism, cerebral Guarded
thrombosis
Generalized arterioscler- Good
osis heart disease, upper
respiratory infection
Generalized arteriosclerosis Guarded
Cardiac decompensation Fair
Chronic alcoholism, acute Poor
bronchitis, serological
syphilis, pediculosis
corporis
Lobar pneumonia, general- Pair
ized arteriosclerosis, ar-
teriosclerotic heart disease,
positive Hinton
Carcinoma of cervix, iliac Guarded
vein thrombosis
Fractured femur, senility Pair
Long Island
Tewksbury
Tewksbury
Nursing Home
Tevksbury
Long Island
Nursing Home
Nursing Home
Nursing Home
Long Island
Long Island
Long Island
Nursing Home

FEMALE FATIENTS (Cont'd J
Age Diagnosis Prognosis Disposition
65 Carcinoma of esophagus Fair
75 Uterine filaroid or adeno- Fair
carcinoma, senility
43 Carcinoma of Pancreas Poor
17 Rheumatic heart disease Fair
96 General arteriosclerosis, loor
ulcer and cellulitis of
right leg
72 Diabetes mellitus, amputa- Fair
tion one toe
71 Hypertensive and arterio- Good
sclerotic heart disease
Nursing Home
Nursing Home
Rose Hawthorne
Lathrop Hospital
House of Good
Shepard
Holy Ghost
Hospital
Jewish Memorial
Hospital
Hebrew Home for
Aged
MALE PATIENTS
Age Diagnosis Prognosis Disposition
2S
60
33
50
Acute rheumatic fever,
rheumatic heart disease
with aortic insufficiency
Good
Empyema, bronchogenic car- Poor
cinoma
Pulmonary tuberculosis, Fair
rectal f istual
Pulmonary tuberculosis Fair
Robert Breck
Brigham Hospital
Rose Hawthorne
Lathrop Hospital
Tewksbury
Tewksbury

MALE PATIENTS (Con't)
Age Diagnosis Prognosis Disposition
39 Rheumatic heart disease
v/ith mitral stenosis and
regurgitation
Fair Tewksbury
75 Pp7» fair** d — VS< Cflll or «-i/-»/->-i/-)evi + Guarded Tewksbury
63 Inter- trochanteric fracture Good Tewksbury
59 Carcinoma of stomach Poor Long Island
42 Chronic alcoholism, fracture
of left ankle
Good Long Island
52 Arteriosclerotic ulcers Good Tewksbury
57 Cerebral hemorrhage with
left hemparesis, hyperten-
sion with hypertensive heart
disease, inguinal hernia,
mild leukemia
Fair Long Island
64 Cerebral accident, coronary
occlusion
Fair Long Island
75 Cardiac decompensation, a-
vitaminosis, malnutrition,
varicosity, auricular feb-
r illation
Poor Long Island
81 Generalized arteriosclerosis Fair
40 Rheumatic heart disease Poor
51 Fracture of right fibula, Good
hypertension
62 Fracture of right fibula, Good
alcoholism
54 Hypertension, arteriosc ler- Poor
otic and hypertensive heart
disease, cerebral accident
Cursing Home
Tewksbury
Long Island
Long Island
Tewksbury
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MALE PATIENTS (Cont'd)
Age Diagnosis prognosis Disposition
76 Arteriosclerotic heart Good
disease
15 Acute rheumatic fever Good
51 Pulmonary tuberculosis Poor
76 Carcinoma of esophagus Poor
71 Arteriosclerotic gangrene, Good
left foot amputation
73 Epidermoid carcinoma of Poor
left face
67 Chronic ulcer of right Good
ankle
42 Sarcoma of left hip with Poor
abscess
64 Advanced carcinoma of Poor
tongue, metastic
76 Hypertrophic arthritis of Good
spine
62 Inter- trochanter ic fracture Good
of left femur
81 Carcinoma of colon, genera- Poor
lized arteriosclerosis, hy-
pertensive heart disease,
acute alcoholism
66 Carcinoma of rectum Poor
51 Rheumatoid arthritis Fair
76 Carcinoma of prostate, peptic Fair
ulcer, mid- thigh amputation
Nursing Home
Robert Ereck
Brigham Hospital
Tewksbury
Long Island
Nursing Home
Nursing Home
Nursing Home
Rose Hawthorne
Lathrop Hospital
Long Island
Long Island
Tewksbury
Nursing Home
Rose Hawthorne
Lathrop Hospital
Robert Breck
Brigham Hospital
Nursing Home

According to statistics it is well known that heart disease
is enemy number one. "In 1925, 286,560 succumbed to it; in
1955, 512,535.
"
4
Cancer, a common malady of later life, was the
diagnosis for 15 patients. In women cancer is most prevalent
between 50 and 59, and in men between 60 and 69 and remains
an important cause of death during the next twenty years.
In this group all patients were above fee age of 50 and 59.
These cancer cases were characteristic as to the site of
tumor: gastro- intestinal tract, sexual organs, mouth and
throat, rectum, and epidermoid tissue. They were all old
cases of cancer which were inoperable and which were referred
for so-called terminal care. "At present over 80 per cent
of patients with cancer die within three years of the time
diagnosis is made. Terminal care is a humanitarian problem.
Patients with advanced cancer can best be cared for in a
hospital for chronic diseases. "5
Diabetes is shown in four cases and is frequently
concomittant with other conditions such as circulatory in-
fections and cardio-vascular disease. Fractures form a good
percentage of these cases simply because older people suffer
more severely from falls, especially so when there are com-
4 Watson Davis, editor, "Chronic Disease Wow liost
Probable Cause of Death," Science News Letter , 58: 101, Aug.,1940
5 Ernst P. Boas, The Unseen Plague : Chronic
Dices se
,
(New York: J. J. Augustin, 194 p. 65
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plications of alcoholism and senility. Fractures in older
people usually mean general nursing care over a period of
at least six months with no weight bearing while on crutches.
TABLE IX
MAIN CONDITIONS OF 65 PATIENTS REFERRED
FOR CHRONIC CARE
Main Condition Male Female Total
Rheumatic heart conditions 4 2 6
Hypertensive cardio-vascular 4 4 8
disease
Arteriosclerosis, arteriosclero- 4 11 1§
sis with cardio-vascular heart
disease
Arteriosclerosis with circula- 5 1 4
tcry infections
Arthritis with cardio-vascular 2 1 3
conditions
Diabetes, diabetes with cardio- 4 4
vascular conditions and circu-
latory infections
Fractures with d ebility-alco- 4 2 6
holism or senility
Cancer 9 4 IS
Respiratory disease 3 3
Urological dis ease 1 1
Neurological conditions, 2 2
chronic alcoholism
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It is one cf the characteristics of chronic illness,
especially in old age, that multiple diagnoses occur fre-
quently. Arteriosclerosis, essential hypertension, arthritis
heart disease, and diabetes mellitus appear in double or in
triple combinations presenting a complex disease situation.
Fully 33 of the total case load suffered from some form of
cardio-vascular condition usually in combination with some
other form of major disease as shown by Table IX. The pre-
valence of arteriosclerosis and hypertensive complications
are no doubt a consequence of the age distribution of the
cases.
Regarding the prognoses of the patients, it was found
that 26.2 per cent had a good prognosis, 58.5 per cent had
a fair prognosis, 7.7 had a guarded prognosis, and 27.6 per
cent had a poor prognosis. To the social worker a guarded
prognosis generally implies a poor prognosis. It is interest-
ing to note that the only cases which frequently show good
prognoses are the fracture cases and the more youthful pa-
tients. "Most of the chronic diseases which have greatest
incidence in midlife and old age, have shown little or no
improvement. In some cases there have been actual increases
in their mortality rate. Of the chronic diseases tubercu-
losis is the only one of importance that has shown any
marked improvement . "6
6 k/atscn Davis, editor, "Chronic Disease Nov; Host
Probable Cause of Death," Science News Letter , 38: 101, Aug.,1910.

Final Dispositions Made
The disposition of the 65 cases as shown here indi-
cates that the major group went to the tax- supported insti-
tutions. These were referred to Long Island and to Tewksbury
TABLE X
FINAL DISPOSITIONS MADE
REFERRED FCR
FCR 65
CHRONIC
PATIENTS
C A "DT?
Disposition Made Male i- wiilCl.Lt;
Long Island Hospital 10 9 19
Tewksbury Infirmary 10 5 13
Nursing Homes 7 14 21
Bobert Breck Brigham Hospital 3 1 4
Rose Hawthorne Lsthrop Home 4 1 1
Holy Ghost Hospital 1 1
Hebrew Home for the Aged 1 1
Jewish Memorial Hospital 1 1
House of Good Samaritan 1 1
according to settlement. Ten men and nine women were sent
to Long Island and an equal number of men went to Tewksbury
but only three women were referred tc the latter institution.
This is a highly significant factor since it clearly demon-
strates that men a re far more likely to be without legal
settlement, v.hich usually indicates lack of home, vagrancy,

or general inability to earn a living. About half of the
males sent to Tewksbury were known to the Centre 1 Application
Bureau, an agency hich takes applications from vagrants and
homeless men. Three of the male patients sent to Tewksbury
v.ere tubercular patients who, ordinarily, would have been
sent to the Boston Sanatorium or to some state sanatorium.
In several cases the patients were alcoholic and no other
plan could have been presented for the patient.
All nursing home referrals in this group, except
for three, were Cld Age recipients. Cne of them went to the
Rose Hawthorne Lathrop Kerne, and two went to Lcng Island be-
cause they could not be given adequate care by the nursing
home. This table is a good illustration of the comparative
use the social worker makes of the various resources for
chronic care.
dumber of Days Spent on Ward
The figures shown in Table XI were compiled to give
the length of time spent by the patients on the wards of the
Boston City Hospital. The modal group is 21 to 50 days,
while the mean number of days is 55.7 days. This indicates
that these patients stayed on themrdsan average of slightly
more than a month. Since this is a fairly long time for
patients to stay in an acute hospital* it can readily be seen
that there is considerable pressure on the social worker to
remove the patient to other hospitals for chronic care.
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TABLE
NUMBER OB DAYS SPENT
REFERRED FOR
XI
OB ARD BY 65 PATIENTS
CHRONIC CARE
Number of Days Males Females Total
1-10 1 3 4
11-20 8 5 13
21-50 9 13 22
31-40 6 3 9
41-50 2 2
51-6G 1 2 3
61-70 4 2 6
71-80 2 2
81-90 2 2 4
Eollow-up Study
The follow-up of the 65 patients to ascertain their
present status proved most interesting. It was f ound that
twenty-eight patients were discharged from the resource to
which they had been referred and reentered the community.
Twenty-one of these patients were discharged as improved and
left in care of relatives or Old Age Assistance. Long Island
discharged two of Ithese patients, Tewksbury discharged five,
the Robert Breck Brigham Hospital discharged the four pa-
tients referred, and the House of Good Samaritan and the
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Jewish Kenerial Hospital discharged each of its patients
referred. The seven patients discharged with condition un-
changed were nursing home cases who left immediately because
they could not adjust. They were subsequently referred to
the Cut-Fat ient Department or to the Community Health Asso-
ciation.
TABLE XII
PRESENT STATl'S OF 65 PATIENTS REFERRED
FCR CHRONIC CARE
Present Status tlale Female Total
Discharged
Condition improved 10 11 21
Condition unchanged 3 4 7
Still at place of referral
Condition improved 16 7
Condition unchanged 3 14
Died 11 7 18
Transferred 3 3
No Record 2 3 5
It was found that a comparatively small number of
patients (ll) remained at the resource to which they had
been referred. Seven of these cases were at Lpng Island,
three of whom v/ere unchanged and four of whom were improved
and left the hospital for occasional visits to relatives.
Four of the 11 patients still at the place of referral were
in nursing homes. One of these patients showed no change

in condition and three showed definite improvement.
Of the 18 patients who died two were in nursing homes,
four were at the Rose Hawthorne Lathrop Home, five were at
Long Island, five were at Tewksbury, one was at the Holy Ghost
Hospital, and one was at the Hebrew Home for the Aged.
Three males at Tewksbury were transferred tc other
institutions, two to mental hospitals, and one to the Cambridge
City Infirmary.
There were five patients whose status could not be
determined because records were not available.
Adequacy of Care
The fact that 21 of the 65 patients left nursing
homes or hospitals as improved is definitely encouraging.
Furthermore, there was the possibility that four more patients
would be discharged as improved in the near future and a total
of 25 out of 65 is a gocd proportion of discharges. It is
expected that the patients sent to the Robert Ereck Brigham
Hospital and the House of the "ood Samaritan would be dis-
charged since these two resources extend excellent care. Fur-
thermore, patients sent here are younger and more hopeful with
regard to recovering. The patients discharged frcm these
latter institutions returned to school or employment and were
closely followed in Out-patient clinics.
The fact that It patients died is accounted for by
reason of their advanced age. The four who want to the

Rose Hawthorne Lethrop Home have died. According to Sister
L. Stanislaus, Executive, more than half of the patients
who go there are very ill and live only for one to three
months. A few patients have been there for five years or
more
.
All the nursing hemes contacted revealed an interest
in the progress of the patients and knew their conditions
thoroughly. The follow-up gave the impression that most
nursing homes are capable of doing good work.
This follow-up study serves to show that chronic
illness need not be hopelessly incapacitating and emphasizes
that with proper care patients with certain chronic conditions
c,: n look forward to participating in normal living. The
following of medical recommendations certainly helped these
patients to prolong their lives. The fear of the chronically
ill that they will remain indefinitely as nursing problems
is net justified in all cases. The findings of this follow-
up study seem to underline the need for guiding the chronic
patient's attitudes toward his illness. With proper preven-
tion and care those with chronic illnesses may be able to
live a comparatively comfortable and normal span of life.

CHAPTER. V
CASE STUDIES PRESENTITTG TYPICAL PROBLEMS
CONFRONTING TEE SOCIAL WORKER AID PATIENT
The following case studies were selected as typical
of the problems which present themselves in arranging for
referrals for chronic care. It will be noted that the
problems spring from a combination of reasons which have
been mentioned before in this stud} : limitation of resources
for chronic care, complies tiens in family situation because
of chronic illness, and the patient's unwillingness to
accept the need for chronic care in a hospital or nursing
home
.
The first case presented is one which occurs fre-
quently in the experience of medical social workers at the
Boston City Hospital. It has to do with the situation where
the family is absolutely unable to care for the patient with-
in tne home and is desperate for assistance in sending the
patient to some place that will give him adequate care and
at the same time relieve the strain upon the family.
Andrew K.
,
age 55, was referred to the social worker
by the doctor who felt that because of an advanced case
of arteriosclerosis and several cerebral hemorrhages
the patient should be placed in a chronic hospital.
The patient had been previously at Long Island Hospital
but, refusing to return there, his wife finally took
him home. About a week after his discharge Mrs. K.
visited the social service department and it was ap-
parent that she was very much disturbed. She said that
it was impossible for her husband to remain at home

since his illness which had made him senile was
having a very bad affect upon the two younger
children, ages 9 and 11. He still refused to go
to Long Island but said that he would enter a
smaller hospital such as the Holy Ghost Hospital.
Application was duly made through the assistance
of the social worker, but admission could not be
guaranteed for some time. The worker advised
Mrs. K. to make application to Long Island in the
hope that the patient would eventually change his
mind. However, the situation for the time being
remained unchanged and the family were forced to
withstand the burden of having this seriously ill
man in the family group until a place could be
made for him at the Holy Ghost Hospital or until
he consented to go to Long Island.
The following case in an example of a patient's
resistance against returning to Tewksbury although there
was the willingness on his part to accept care elsewhere.
The whole problem for this man centered about fact that
he bad a state settlement which meant that for his parti-
cular condition the only available resource was Tewksbury.
-illiam B. , a well-educated adopted son, entered
the 3oston City Hospital with a diagnosis of ad-
vanced pulmonary tuberculosis which had its begin-
nings approximately five years previously when he
was but 27 years of age. At that time he had been
at Rutland Sanatorium, but having refused pnuemo-
thorax he signed out against advice. After being
followed in the community by tuberculosis clinics,
his condition again became serious and because he
had refused medical acvice at Rutland he could not
return there since Rutland has the final word on
its admissions. He therefore consented to go to
Tewksbury, but after remaining there for about six
months he absconded and took a job in the service
of the Federal government. He was once more fol*
lowed by the public health clinics but his progress
again became unsatisfactory and it was at this time
that he was admitted to the Boston City Hospital.

Since he was a menace on the ward to the other
patients and to the doctors and nurses, he was
immediately referred to the social worker. In-
terviews for gaining his consent to return to
Tewksbury met with absolute refusal. He said he
would rather leave the hospital to shift for him-
self. He then tried desperately through friends
for readmission to Rutland and then for admission
to Boston Sanatorium which takes only Boston
settled cases. The social worker's approach in
this situation was to allow the patient to make
every effort he possibly could and also to rea-
lize the futility of re-entering the community.
Because he felt that he could re-enter the com-
munity careful interpretation was necessary, un-
til he became aware that under the circumstances
return to Tewksbury was the plan available for
his care.
The third case is again illustrative of the patient's
resistance to the public institution and the pressure under
which the social worker works because of the length of
time it takes to convince the patient or to make some ade-
quate plan to avoid the patient's unwise re-entry into
the community. It reveals the difficulties met when
adequate financial resources are unavailable for nursing
home care and where the patient refuses to go to Long Island.
Catherine Mc
. ,
aged 72, alcoholic and with appar-
ently limited intelligence, was re-admitted to the
Boston City Hospital after suffering second degree
burns. Although she was eligible for Old Age
Assistance as to age and citizenship her birth re-
cords could not be found and she was therefore re-
ceiving dependent aid in the amount of $5.b0 weekly
which, naturally, was inadequate for care in a
nursing home. Attempts to establish her citizen-
ship failed and some other plan had to be devised
to finance her care since she refused to go to
Long Island. The worker made plans in collabora-

lion with, the Department of Public Welfare which
granted the ^5»50 toward nursing home care and
she also gained the assistance of a private a-
gency which agreed to supplement the Overseers
of the Public Welfare grant. Of course, the pro-
blem involved here was that the private agency
could not be expected to supplement over too
long a period of time and eventually other plans
will have to be made for the patient. It is
hoped that in time she will consent to go to
Long Island. This case was complicated by the
fact that the patient was senile and perhaps
could not make decisions for herself anyhow. The
length of time the patient rema ined on the Y/ard
was also a source of aggravation since the work-
er was constantly urged by the doctors to get
the patient off the ward to make room for others
more acutely ill.
The follo7/ing case typifies the effect of chronic
disease upon an adolescent girl and her family. It shows
the adjustments the patient and the family must undergo
over a long period of time, involving interruption of a
school career, emotional strain upon siblings and the
parent, improper home conditions, and personal disappoint-
ment and frustration.
Jean L., a seventeen-year old girl of Scotch
and Portuguese ancestry, was admitted to the
Boston City Hospital because of rheumatic heart
disease, the prognosis for which was only fair.
She had not been doing so well at home because
she was very excitable and the other children in
the family made her "nervous 1,!- The home situa-
tion in itself v.as poor because the parents were
legally separated and the mother and five child-
ren were living on a meager income of an Aid to
Dependent Children grant. The patient was recom-
mended for after care and was placed in the
House of the Gcod Samaritan. Her progress here
was good, although she felt keen disappointment
at having to give up school in her last year even
though there were tutors at the House of the Good
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Samaritan. She always loved school and attended
f classes even when she did not feel well. When
the time came for her discharge from the House
of the Good Samaritan, the social worker ma.de a
home visit to ascertain whether conditions there
were suitable for her return. The visit re-
vealed the mother in an anxious state because of
her inability to obtain fuel oil for the flat
which was very cold. She begged worker tc try
tc keep Jean in the House of the Good Samaritan
until the warm weather arrived. Consultation
gained approval for furthering her stay, but e-
ventually the girl will have to return to her
home with all its irritating factors. Social
case work will definitely be in order here.
The following case in an example of the situation often
met by the social worker. It is typical of the careful
interpretation needed on the part of the social worker and
also the need for the cooperation of the doctors and of
the patient's family. It shows the reluctance with which
older people give up their independent management of their
own homes and affairs. Resistance toward acceptance of
chronic care is very typical of old people since they can-
not see themselves giving up the little nooks to which they
have been accustomed for years. This is a very trying
situation since it is impossible at times to convince the
patient of his need for care, and yet the social worker
cannot force the patient to accept chronic care except in
extreme circumstances. On the other hand, she cannot allow
the patient to return to his home because conditions there
will only damage his health further. For this reason the

patient will often remain on the ward longer than necessary
until the worker and the doctor can finally convince her
as to what is best or until some community resource is
rallied to the cause.
Sarah McB. , a very lovable character of 85, stead-
fastedly refused to accept nursing home care. Pre-
vious to her admission she was living alone in a
14 room house, tending the furnace, making her own
meals and doing her own housework, but now the doc-
tors felt that she could- no longer take care of
herself. The social worker's offer to find a good
nursing home met with absolute refusal. Although
the patient had been living alone, she did have a
family group who were very much interested in her
and it was through them and the cooperation of
the doctor that she was finally convinced that
nursing home care would be best. subsequently, the
social worker found a nursing home to which she was
transferred and she is apparently very happy there.
When chronic illness afflicts the head of the family,
the social worker must in such instances discover community
resources which will assist the family ?s well as securing
medical care for the patient. The following case reveals
the effect of chronic illness upon the head of the family
and his wife and children.
Harold S.
,
aged 29, and the father of six
children, had been ill with rheumatic fever dur-
ing the past two years. During these years the
family had accumulated numerous bills because of
his illness and therefore, the patient was very
reluctant to accept further recommended care at
the Robert Breck Brigharn Hospital. Because the
patient would be ill for more than three months
suggestion was made to the patient and his wife
that an application for Aid to Dependent Children
be submitted. The application was filed and
pending its approval the Family Welfare Society

assisted the family temporarily. The patient then
was willing to accept care at the Robert Breck
Brigham having been assured that his family would
be taken care of financially. Arrangements were
made at this hospital and the patient was trans-
ferred.
It has been brought out that the factor of distance pre
vents many patients from accepting care at the facility
which is best equipped for a particular disease. This dif-
ficulty is met largely in connection with referral to the
Rose Hawthorne Lathrop Home in Fall River and the ensuing
case is typical of the careful interpretation and planning
which must be done.
Frank G., aged 76, an Old Age Assistance re-
cipient, had several readmissions to the hospital
because of carcinoma. During his stay on the ward
he consistently refused to be transferred to the
Rose Hawthorne Lathrop Home. His reluctance to
going there was due to the factor of distance from
his cronies at the lodging house where he had been
living. After his third readmission to the hospi-
tal he was finally convinced by the combined efforts
of the priest, the doctor, and the social worker
that he should accept the care available for him.
He finally did so end eventually found that he was
very comfortable and liked the place. V.\hen the so-
cial worker visited him he told her he was very
glad that he had consented to go there.

chapter vi
conclusions and kecchmehtoaticns
The manifold nature of the problem at the Boston
City Hospital is primarily due to the hundreds of admis-
sions monthly and is partly a result of the large number
of patients needing chronic care who are referred to the
social service department. The social worker must be
constantly alert in her search for proper facilities for
the chronically ill patient. Yet, even if the facility
is available, she cannot be certain that the patient will
receive adequate care. As a result of this study the
writer wishes to make the following recommendations.
Improvement of the tax- supported institution
The large institution in its present condition is
certainly not equipped and staffed to give all the medical
care necessary for the chronically ill. Custodial care is
net sufficient in itself since adequate medical care is
vital for chronic patients. It is felt in some quarters
that this type of patient does not need constant medical
care, but this is obviously incorrect since the patient
would not be so classified unless he were ill.
A staff of four doctors and c2 nurses stationed at
an institution such as Long Island is hopelessly incapable
of extending to all patients the medical care needed by
them. Originally, Tewksbury and Long Island were designated

as almshouses, but they must now meet the community's need
for care of chronically ill indigent patients who cannot
be cared for in the community itself, either at home or in
a hospital.
Because of the overwhelming problems met by this
worker it is recommended that public institutions supported
by the state ana city, such as Long Island and Tewksbury,
be equipped through legislation with such sorely needed im-
provements as adequate staffs, more modern technical de-
vices, and the elimination of the Dickensonian appearance
of these institutions.
There should also be a greater degree of privacy
for patients and a general improvement of housing facili-
ties. The unfortunate herding of people and the patient's
feeling that he has lost his inaiv iduali ty create consider-
able antagonism and distrust. As one patient put it, "I
would rather go to jail than to Long Island." E"o doubt he
would receive more satisfactory care at Long Island, but
it can be assumed that this man merely reflected the stories
and opinions of others.
Certainly, public opinion must be awakened toward
these objectives, but already great harm has been done as
a result of lack of interest on the pnrt of the public
which becomes duly alarmed only when occasional startling-
reports come from these institutions. Too few people have

an actual interest in the manner in which these insitut-
tions are administered. There are many who shudder at
the mention of Tewksbury or Long Island but there is
rarely any attempt to discover the reason for conditions
or how they can be improved.
It is fairly certain that changes in institutional
care must now wait until the end of the war, when more
medical service will be available and when more funds will
be on hand for improvements, but the need at present is an
urgent one and one which cannot afford to wait too long
for adequate remedies because human lives and welfare are
involved
.
It has long been reccirxiended that an adjunct of
the Boston City Hospital be established and designated
as a chronic hospital. This would be ideal, and it is in-
teresting to note that, at one time, plans were actually
completed for this purpose. If a chronic hospital ever
does come into existence, it should be on the mainland
since this would answer an obvious need for more convenience
to both the patient and the family. This would also avoid
ir.uch of the resistance that the patient has toward entering
Long Island, especially since he does not usually differen-
tiate between the almshouse and the hospital. It is per-
haps for this reason that referral to hospitals other than
Long Island or Tewksbury is usually much more acceptable to
I
the patient concerned.
Lxtensicn and development of the privately en-
dowed institution
The work of the voluntary hospitals has been so
creditable that little can be said other than the expres-
sion of a wish that there were more cf them specializing
in particular diseases, or that there were more beds a-
vailable in those already established. It is evident that
there are more chronically ill patients than can be cared
for and that there will usually be v/aiting lists for
chronic hospitals, at least until a far greater number are
established.
In connection with charitable homes which give
care to the chronic patient it is recommended that the
social worker become well acquainted with the facilities
available in each of these homes. Since ihey are not
actually medical institutions there should be a fairly close
alliance between them and the social service department,
just as there is in the case of the nursing home.
Better use of nursing homes and Old Age Assistance
by soc ial workers
Nursing homes can be of great value to the social
worker, even though she may only be able to use them to
a limited extent. It is recommended that the social worker
maintain close contact with the Nursing Home Information
I
Bureau and with the Department of Public Welfare with
special considerat icn of reports of inspections carried on
by these groups. In this way there will gradually come a-
bout the elimination of the poorer nursing homes which work
greater harm than good upon the chronic patient.
The worker will do well to become personally ac-
quainted with nursing home owners in order to discover per-
sonal qualifications for the work being done. This may not
alv/ays be easy, but visits to the nursing homes, reports of
patients and their families, and comments of other workers
are good indications.
Since so many of these patients are Cld Age Assis-
tance recipients there should be frequent conferences be-
tween medical social staffs and the Cld Age Assistance
division in order to determine methods of transfer as well
as the establishment of good collaboration in determining
the costs of the patient's care. Cursing homes are now
asking higher rates and it may be that Old Age Assistance
will nave to allow increases automatically, and without
appeal, when a patient enters a nursing home.
There should be licensing of nursing homes as such
instead of merely licensing them as boarding homes for the
aged. This would provide better supervision and would
eliminate some of the present faults.

Cooperative follow-up through the Community Health
Assoc iat ion
Due to the constent pressure of the work and the
very large case loads, case records are frequently not
made when patients return to their homes instead of follow-
ing the recommendations of doctors for chronic care. Here
particularly the Community Health Association is invaluable
in rendering aid to the chronic patient in his home. The
report of the visiting nurse in the case serves as an in-
dication of the patient T s progress and enables the social
worker to maintain contact and to formulate other plans.
This cooperation with the Community Health nurse is valuable
and should be fostered to a greater extent.
' Careful interpretation of soc ial planning to doctor
and patient group
The social worker is under obligation to furnish
the doctor with a better understanding of the need for care-
ful planning for chronic patients and for interpretation to
the patient of his condition. The pressure by the medical
staff upon the social worker to release beds for new pa-
tients should not be allowed to become the determining factor
In the working out of a satisfactory plan an adequate period
of time must be available in order to allow for study of
the patient's perscnality, his reaction to his aisease, his
acceptance of his need for care, and the formulation of the
best pl?n for chronic care.

The study cf geriatrics
Since the number of aged patients is cn the in-
crease, the medical social worker might well turn her atten-
tion to that new field of medicine, geriatrics, which
treats illnesses of old age. Acquaintance with this branch
of medicine will give the social worker a better understand-
ing of the effects of the diseases of old age, making for
more satisfactory plane of action for aged patients. An
understanding of the attitudes of the aged is also necessary.
For the younger chronic patient, services rendered
by the social worker must include well rounded social plan-
ning toward rehabilitation with the use of all the community
resources at her command. As Ernst f • Boas says, "The
medical social worker of today has taken on some of the
functions of the practitioner, supplementing the work of
the physician. She discovers the social forces that modify
disease in the individual sick and tries to mould the en-
vironment of the sick person that it may favor a speedy and
complete recovery. She also teaches the patient to adjust
to his illness. M l
Community planning
There is great need for community planning since
it is not to be expected that private agencies can bear the
1 Ernst P. Boas, The Unseen Plague : Chronic
Disease
,
(Kew York: J. J. Augustin, 1940 J p. 66
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burden of prolonged illness. This is particularly true
in view of the general realization that poverty and sick--
ness have a high degree of correlation. There is hope that,
in time, there will be far-sighted planning and the develop-
ment of further resources for chronic care as well as the
improvement of existing resources.
Approved
Dean
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